The diagnosis of scleral rupture by computerised tomography (CT) in two cases is reported. In both cases we were able to confirm the CT findings at surgery. The CT appearances of scleral rupture are illustrated. 
8 mmHg, half that of the fellow eye. Downgaze was limited and painful.
Ultrasonography showed a choroidal detach ment and intragel haemorrhage but scleral rupture could not be demonstrated. However, CT (EMI5005 and GE 9800) showed a scleral discon tinuity in the upper temporal quadrant and also demonstrated that the lens was dislocated (Figs. 1, 2 and 3).
After primary repair the retina detached, but following a vitreolensectomy and several gas-fluid exchanges, the eye was normotensive, the retina flat and the visual acuity improved to 6/12 with a contact lens.
Case 2
A 49-year-old man presented to Moorfields Eye Hospital after being punched in his right eye. He had previously suffered from a sclerosing pseudotumour involving the right orbit, which had failed to respond to treatment, causing progressive visual loss and proptosis. The eye was blind to light with a total afferent pupillary defect and a complete tarsorrhaphy had been performed to protect his cornea. Since the injury, the patient complained of severe pain on moving the eye. The globe was soft and painful on palpation through the closed lids.
Clinically it was suspected that the globe might be possible to advise removal of the eye and obtain informed consent. When the tarsorrhaphy was opened at surgery, a rupture of the globe extending across the cornea to the nasal equator was con firmed; the eye was enucleated. Among the changes they described were those of scleral rupture: they suggested that air in the vitreous cavity is a pathognomonic sign, but this will be absent in many cases, since it depends on anterior disruption of the globe, or on air within the orbit, as may occur with a penetrating injury or a concurrent orbital blow-out fracture. The most specific sign must be scleral discontinuity if this can be positively identified (Fig. 1) .
Cherrt described the common sites of scle ral rupture following blunt ocular trauma and noted that the only hope of restoring useful vision was by attempting reparative surgery.
Modern vitrectomy instrumentation has facilitated secondary repair. Although others'
have suggested that ultrasound and elec trodiagnosis are useful in preoperative assess ment of these patients, we found ultrasound unhelplful and electrodiagnosis irrelevant in our cases. Clearly it is important to define posterior scleral rupture accurately and to assess its extent as an aid to reparative sur gery; CT is currently the best available In this paper we wish to stress the value of the CT scan in the assessment of patients with suspected scleral rupture posteriorly or, as in the second case, when examination of the integrity of the globe is precluded.
